patients (60%) with minor injuries had resolution or improvement, compared with 3 of 21 patients (14%) with severe injuries (P ¼ .027). One patient (10%) with a minor BVI and two patients (10%) with severe BVI had radiologic progression, but none were clinically significant. During a mean follow-up of 15 6 13 months, there were no vertebral artery interventions, and there were no delayed strokes (Fig) .
Objectives: Supracondylar humerus fractures in children present with brachial artery injury in approximately %3 to 14% of cases. Following fracture reduction, some cases result in a pink and well perfused hand despite an absent radial pulse, known as the pink or perfused pulseless hand (PPH). The decision to manage this nonoperatively with observation or with surgical exploration remains debatable. We report the management and outcomes of five cases at our institution.
Methods: Retrospective chart review at a level I trauma center of patients less than 18 years old with supracondylar humerus fractures who underwent brachial artery exploration by one of four vascular surgeons between 2015 and 2016. Patient presentation, surgical management, and follow-up were reviewed.
Results: Five patients (four males, mean age 5.4 years) presented with type III supracondylar humerus fracture after falls, four with PPH and one with an avascular hand (Table) . Closed reduction and percutaneous pinning resulted in five perfused hands, only one with a palpable pulse and one with return of radial Doppler signal. Both of these patients were discharged home. Of the remaining three pink pulseless hands with absent signals, two were admitted for observation and one underwent immediate brachial artery exploration. The four cases initially managed nonoperatively eventually underwent exploration, two for a persistent lack of signals (postreduction day one) and two presenting with compartment syndrome after discharge (postreduction days one and three). Intraoperative findings included three brachial artery entrapments, one arterial compression owing to hematoma, and one complete arterial transection requiring a thrombectomy and a venous interposition graft. Immediate restoration of a triphasic signal was observed in all patients. At postoperative follow-up (ranging from 4 months to 2 years), all patients had a palpable radial pulse. Two developed mild contraction at the elbow and two developed mild interosseous nerve palsy.
Conclusions: PPH after supracondylar humerus fracture reduction is a consequence of arterial compromise and requires close monitoring. Doppler signal status, symptom progression, and Duplex examination can help guide management. We recommend surgical exploration for PPH when there is no return of a radial Doppler signal. For PPH with return of palpable pulse or Doppler signal, we recommend close monitoring for at least 24 hours given risk of delayed ischemia or compartment syndrome. Noninvasive duplex ultrasound examination can in most instances identify the injury site and compromised distal flow without delaying intervention, thus should be used to guide the decision for brachial exploration.
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Brendon Reilly, Raphael Blochle, James Lukan, Linda Harris, Maciej Dryjski, Monica S. O'Brien-Irr, Sikandar Z. Khan. University at Buffalo, Buffalo, NY Objectives: Although endovascular management of traumatic arterial injuries has become more common over the years, open reconstruction remains the mainstay of treatment. Autogenous vein is the preferred conduit for elective bypass, and, when feasible, traumatic injuries. When autogenous conduit is not available, or time does not permit harvest, bovine carotid artery graft (Artegraft, BCAG) is an option. While BCAG has been used for peripheral arterial disease treatment, there is Nothing to disclose on its use in vascular trauma. The purpose of this study was to review the experience with BCAG in vascular trauma at a single level 1 trauma center.
Methods: The medical records of all patients with traumatic arterial injuries who underwent vascular bypass or interposition with bovine carotid artery from April 2014 to -October 2016 were retrospectively reviewed. Patient records were examined for patency, infection, and limb salvage.
Results: BCAG was used in 11 cases of arterial trauma which required open arterial reconstruction. For patients managed with BCAG, 8 were owing to penetrating trauma and 3 to blunt trauma. Patients ranged in age from 22 to 70 years (mean 35.8 years), eight male (73%), and three female (27%). Eighty-two percent involved the lower extremities, 9% involved the upper extremities, and 9% involved the carotid artery. Interventions included two iliofemoral, one femoral to above knee popliteal, two femoral to below knee popliteal or tibial, three SFA interposition grafts, one below the knee popliteal to tibial, one ulnar to radial bypass, and one carotid interposition. Follow-up ranged between 2 and 24 months (mean, 14 months). Based on most recent follow-up data, 64% of grafts had primary patency, while 82% had primary assisted patency. One graft occluded at 4 months in a patient with a posterior knee dislocation with a viable limb after failed attempts at graft salvage. There were no cases of graft or wound infection. There was one early failure, with resultant above knee amputation, on postoperative day 1. There were no deaths.
Conclusions: While autologous vein remains the conduit of choice when feasible, traumatic situations do not always permit its use. BCAG Objectives: To define the early and midterm outcomes after thoracic endovascular aortic repair (TEVAR) of blunt thoracic aortic injury (BTAI).
Methods: Clinical data of consecutive patients who underwent TEVAR (2006-2017) for BTAI were retrospectively reviewed. Primary end points were major adverse events and mortality; secondary end points were complications and reinterventions.
Results: Eighteen patients underwent TEVAR for BTAI (female, 11, 61%; median age, 29 years, range, 16-85 years). Cause of trauma included motor vehicle accident (n ¼ 15, 83%), motorcycle accident (n ¼ 1, 5.6%), and fall (n ¼ 2, 11%); median injury severity score was 36 (range: 4-59). Aortic injuries involved zones 2 to 3 (n ¼ 1), zone 3 (n ¼ 12), zones 3 to 4 (n ¼ 3), and zone 5 (n ¼ 2). TEVAR was performed at a median of 1 day (range: 0-6 days) from aortic injury, devices from 3 manufacturers were used (Gore: 15, Medtronic: 2, Cook 1). Left subclavian artery was partially covered in 2 patients (11%), and completely covered in 2 patients (11%) with reconstruction using chimney technique. Seven patients (39%) had concomitant surgeries (orthopedic: five; abdominal: three) and seven (39%) had staged orthopedic surgeries after TEVAR. Technical success was 100%. No intraoperative death occurred. Thirty-day mortality was 11% (n ¼ 2), major adverse event rate was 33% (n ¼ 6). Rates of respiratory failure, stroke, deep venous thrombosis (DVT) and pulmonary embolism were 17% (n ¼ 3), 11% (n ¼ 2), 22% (n ¼ 4), and 11% (n ¼ 2), respectively. Temporary IVC filter was placed in seven patients (39%, preoperative: 1; postoperative: 6). Median follow-up was 3.1 years (range: 2 days to 0.5 years). There were no TEVAR-related or device-related complications or reinterventions. There were two late deaths, nonaortic related. Three-year survival was 89%.
Conclusions: BTAI patients were young and usually polytraumatic requiring healthcare by a multidisciplinary team. TEVAR/device-related complications and reinterventions were low in our series; however, data on device-related long-term outcomes and aortic remodeling in particular for younger patients are needed.
Author Disclosures: T. Bower: Nothing to disclose; R. DeMartino: Nothing to disclose; Y. Huang: Nothing to disclose; J. K. Johnstone: Nothing to disclose; M. Kalra: Nothing to disclose; G. S. Oderich: Cook Medical: Contracted Research, GE Healthcare: Contracted Research, WL Gore: Contracted Research; F. Shuja: Nothing to disclose; S. Weiss: Nothing to disclose.
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Ten-Year Experience With TEVAR for Traumatic Aortic Injury
Thomas J. Desmarais, Naveen K. Pokala, Senthil N. Jayarajan, Gerald R. Fortuna Jr, Luis A. Sanchez, Jeffrey Jim. Washington University School of Medicine, St Louis, Mo
Objectives: Review the 10-year single institution experience with blunt traumatic aortic injury (BTAI) and outcomes with thoracic endovascular aortic repair (TEVAR).
Methods: Retrospective evaluation of all patients with BTAI presenting to a single center between July 2006 and September 2016.
Results: There were 52 patients identified with BTAI (7 grade I, 1 grade II, 41 grade III, 3 grade IV). There were males 38 (73%) with a mean age of 42 years (range 18-84 years). The median injury severity score was 34 (interquartile range, 29-44). There were 13 patients that did not undergo aortic repair with 8 deaths from their injuries and 5 patients with stable grade I/II injuries. One patient received open repair owing to anatomic considerations. TEVAR was performed in the remaining 38 patients of which there were 29 (76%) males with a mean age of 40 (range, 18-78). Technical success was achieved in 37 (97%) patients with one instance of device misdeployment requiring conversion to open repair. Intentional left subclavian artery coverage was required in 19 (51%) and subclavian revascularization was performed in 8 patients with 4 in a delayed fashion owing to the development of arm claudication. There were two (5.2%) postoperative strokes. The 30-day mortality rate was 3% with one intraoperative death owing to a myocardial infarction. There were eight (21%) other deaths within a median of 40.5 months (range 3-105 months). The remaining 28 patients are alive with a median follow-up of 33 months (range 1-112 months). There have been no instances of endoleak, device migration, aortic degeneration or need for secondary aortic intervention.
Conclusions: TEVAR is effective for patients with BTAI with high rates of technical success and low rates of complications. Coverage of the left subclavian artery can be safely performed without revascularization in select situations. Obtaining long-term follow-up remains challenging.
Author Disclosures: T. J. Desmarais: Nothing to disclose; G. R. Fortuna: Nothing to disclose; S. N. Jayarajan: Nothing to disclose; J. Jim: Medtronic: Consulting fees (eg, advisory boards), Speaker's Bureau, Silk Road Medical: Consulting fees (eg, advisory boards), Speaker's Bureau; N. K. Pokala: Nothing to disclose; L. A. Sanchez: Bolton: Consulting fees (eg, advisory boards), COOK: Consulting fees (eg, advisory boards), Endologix: Consulting fees (eg, advisory boards), Gore: Consulting fees (eg, advisory boards). Objectives: To describe contemporary management patterns for patients hospitalized with blunt thoracic aortic injury (BTAI) and to identify factors associated with BTAI management strategy and in-hospital mortality after BTAI.
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Contemporary Management Patterns for
Methods: Our study included patients from the 2011 to 2015 National Trauma Data Bank who were hospitalized after sustaining BTAI. Patients who died in the emergency department (ED) or sustained any type of nonsurvivable injury were excluded. To account for missing data, multiple imputation was performed using chained equations with averaged predictions and adjusted standard errors for uncertainty. Multinomial logistic regression analysis was used to separately identify predictors of endovascular and open BTA repair [versus nonoperative management (NOM)] after adjustment for demographic characteristics, comorbid conditions, and injury severity/location. A separate multinomial logistic regression was then used to identify predictors of in-hospital mortality after BTAI.
Results: A total of 5767 adult patients with BTAI who survived initial ED triage and who were without any injuries deemed nonsurvivable were included for analysis. Of these patients, 3,319 (57.6%) underwent NOM while 2448 (42.5%) underwent operative repair [2022 (35.1%) endovascular repair and 427 (7.4%) open repair]. Patients with higher-severity BTAI and those treated at community hospitals were more likely to undergo open repair (versus NOM), while older patients, those with hypotension in the ED, and those with concomitant head injury were less likely to undergo open repair. Higher-severity BTAI was also associated with an increased likelihood of endovascular repair (versus NOM), but uninsured patients and females were less likely to receive endovascular repair. Numerous factors were associated with in-hospital mortality after BTAI, including advanced age [AOR (95% CI) 
